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The findings and conclusions of any investigation /0 /’
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.
This Statement of Deficiencies was generated as (
a result of an annual State Licensure survey See ve Tpewse
conducted at your facility on 04/02/09. This O next o 52

State Licensure survey was conducted by the
authority of NRS 449.150, Powers of the Health
Division.

The facility was licensed as a 6 bed Residential
Group Facility for elderly and disabled persons,
Category | residents. The census at the fime of
the survey was 3 residents. Three resident files
were reviewed and 4 employee files were
reviewed. One discharged resident file was
reviewed.

The following deficiencies were identified:

Y 882 449.2742(6)(c) Medication / change order Y 882
88=D

NAC 449.2742

6. Except as otherwise provided in this
subsection, a medication prescribed by a
physician must be administered as prescribed by
the physician. If a physician orders a change in
the amount or imes medication is to be
administered to a resident:

{c) If the label prepared by a pharmacist does not
match the order or prescription written by a
physician, the physician, registered nurse or
pharmacist must interpret that order or

If re cited, an approved rrection is requisite to continued program participation.
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the record maintained pursuant to paragraph {b)
of subsection 1 of NAC 449.2744.

This RULE: is not met as evidenced by:

Based on record review on 04/02/09, the facility
failed to ensure medication [abels matched
physician orders for Seroquel and Alprazolam for
1 of 3 residents (Residents #3).

Severity: 2 Scope: 2

Regarding Resident 3, the physician
verbally ordered a change in medication
dosage that was inconsistent to the med
label. New physician orders have been
written and new med labels have been
obtained. T (Adm)} was
responsible for this acuon. To ensure it
won't happen again, whenever a physician
verbally orders a change in medications 1
will fax them a form called “Confirmation
of Verbal Orders” (see attached form) It
was completed by April 14, 2009
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prescription and, within 5 days after the change ]
is ordered, the interpretation must be included in Tag # Y882

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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